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A retrospective study is presented of 83 Table 5 ) and/or surgery (37%) in the bilateral cases, suggesting that bilateral lesions should be considered for early surgery.
Muscle incoordination Electromyographic evidence indicates that the quadriceps has virtually finished working before triceps surae contract and that rupture occurs when this mechanism is reversed'1826 Sport (Table 3) The majority of patients were runners though a number took part in several sports. The runners tended to present late, had a higher rate of surgical intervention and took longer to return to their sport.
Other studies9'27'28 support this finding, but as many athletes took part in more than one sport, care must be taken in assigning causative factors. Some authors found badminton had the highest incidence of Achilles tendon rupture29,' . The selectivity of the clinic must also be considered, plus the fact that some sports may produce TAP rather than rupture.
Shoe problems3"
The Achilles tab or protector, as some shoe companies still call it, appears to have been cut down, yet new designs with an apparent dip in the tab are often as high as before. This tab can be hard and unbending and this tendency can be magnified by lace holes that are made further round the outer sides of the uppers so that when the laces are tightened the heel tab is drawn even tighter on to the Achilles tendon. All of this leads to increased contact pressure by the shoe on to the Achilles tendon. Broken heel counters precipitate excess pronation, thus increasing obliquity of tendo Achillis (TA) loading. These features were all dealt with individually in the clinics but not recorded in detail.
Time to presentation (Figure 3 ) The earlier the patient presented for treatment the faster the recovery. However, the tendency to recurrence suggests that more time must be spent on eliminating the causative factors even after apparent recovery has been obtained. A proposed treatment regimen is summarized in Table 6 .
Conclusion
The causes of TA lesions are multifactorial and the lesion itself may exist along a continuum from peritendinitis to complete rupture. Future prospective trials are required with magnetic resonance imaging and clinical diagnostic criteria to differentiate the continuum and the many contributing influences noted in its analysis. When comparing management of TAP it is important to remember that it may be possible to return to some sports activities before others and that sports themselves may have a different end point for match fitness. Steroids appear to help recovery from morbidity and in some individuals promote rapid return to activities, yet overall do not contribute to faster return to match fitness. It appears they are safe but more accurately 
